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Compassionate Attitudes and Professional Seniority
A. Clara´,1* J. Merino,1 E. Mateos,1 A. Ysa,2 B. Roma´n3 and F. Vidal-Barraquer1
for the VASCUETHICS Study GroupVascular Surgery Departments 1Hospital del Mar, Barcelona, 2Hospital de Cruces, Baracaldo-Vizcaya,
and 3Faculty of Philosophy, Universitat Ramon Llull, Barcelona, SpainObjective. To evaluate the association between compassionate attitudes and seniority in vascular surgeons facing clinical
ethical dilemmas (CED).
Subjects and methods. (1) Design: Cross-sectional. (2) Subjects: Vascular surgeons (residents included) from the 28
vascular teaching departments of one European country. (3) Measurements: Multidisciplinary team-designed, structured
and self-administered questionnaire consisting of five clinical ethical dilemmas, of which four had conflict between
compassion towards a ‘small’ or ‘very costly’ beneficial action vs. a reasonable but more ‘pragmatic’ allocation of health
resources. Participants stated their degree of agreement with eight answers representing the two attitudes on a continuous
scale. (4) Statistics: Cluster analysis and logistic regression model adjusted by confounding factors.
Results. Two hundred and fifty three vascular surgeons (median age 37 years, 74%male) from the 26 participating teaching
vascular departments (public hospitals) completed the questionnaire (88% surgeons/department). Cluster analysis identified
two groups of surgeons according to their pattern of answers: Group I (nZ63) were mainly compassionate whereas Group II
(nZ180) were mainly pragmatic. The multivariate analysis disclosed, after adjusting for additional private practice, on call
services and career status, a significant V-shaped relationship between the compassionate behaviour and seniority. Surgeons
with 8–15 years experience were the least compassionate.
Conclusions. The youngest and the most senior vascular surgeons were more prone to favour compassionate attitudes when
facing clinical ethical dilemmas. Although both compassionate and pragmatic attitudes may be legitimate ethically,
physicians not favouring compassion may be at risk of leaving the patient without an advocate within the health care system.Keywords: Bioethics; Medical ethics; Compassion; Professionalism; Vascular surgery; Surgeon; Ethical dilemma; Resource
allocation.Introduction
Are physicians obligated to act exclusively in the
interest of their individual patients? Can the existence
of a relative scarcity of public resources limit this
obligation? These and other questions raise the
clinician’s role as a double agent: as the patient’s
advocate and as an agent of social (usually financial)
interests.
Clinicians are obliged to care for patients on the
basis of the principles of beneficence and respect for
autonomy yet, at the same time, to provide a fair
distribution of health system goods in society (prin-
ciple of justice).1 Sometimes conflict arises betweening author. Dr A. Clara´, Vascular Surgery Department,
Mar, Paseo Marı´timo 25-29, 08003 Barcelona, Spain.
: aclara@imas.imim.es
0594 + 06 $35.00/0 q 2005 Elsevier Ltd. All rights reserthese principles of medical ethics, for example when
the patient desires an almost futile treatment. In such
cases, neither scientific societies, nor health adminis-
trators provide clear-cut recommendations. As a result
the physician is often forced to decide between a
compassionate attitude in the interest of the patient
and a pragmatic approach regarding the individual
case in the context of the health system and its
limitations.
The VASCUETHICS Study was a questionnaire
survey on vascular surgeons from Spanish vascular
teaching departments designed to evaluate ethical
attitudes in the resolution of clinical ethical dilemmas
(CED). The purpose of the present analysis was to
study the association between vascular surgeons’
compassionate or pragmatic attitudes and
professional seniority.Eur J Vasc Endovasc Surg 31, 594–599 (2006)
doi:10.1016/j.ejvs.2005.11.011, available online at http://www.sciencedirect.com onved.
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The characteristics of the VASCUETHICS Study have
been detailed previously.2 Briefly, a multidisciplinary
team-designed, structured and self-administered
questionnaire was specifically designed for this
study. The final survey consisted of five CED of
which four showed a conflict between a compassio-
nate attitude towards a ‘small’ or ‘very costly’
beneficial action and an alternative approach in
which the surgeon favoured a reasonable but ‘prag-
matic’ allocation of health resources. See Appendix A
for cases and answers evaluated in this analysis.
Case ‘A’ raised the problem of deciding where a
young patient with a complex thoraco-abdominal
aortic aneurysm should undergo surgery: in the most
experienced world institution (compassionate atti-
tude) or in the best institution within the own National
Health System (pragmatic attitude). In cases ‘B’ and
‘D’ the ethical conflict resulted from the possibility of
patient’s preference for an almost futile surgical
procedure (revascularisation of a non-functional limb
and repair of a ruptured aortic aneurysm in a high-risk
patient previously rejected for elective surgery).
Should the surgeon be ‘neutral’ and respect patient’s
autonomy (compassionate attitude) or, conversely, try
to convince the patient that such treatments may be
disproportionate (pragmatic attitude). Finally, case ‘C’
raised a patient’s refusal to be treated for a life-
threatening condition thus resulting in a conflict
between a compassionate attitude and the discharge
of the patient (pragmatic attitude).
Each clinical scenario had three attitude responses:
two promoted, respectively, each of these ethical
principles in conflict while the third favoured
surgeons’ self-interest (not evaluated in this analysis).
Compassionate answers were A-II, B-I, C-II and D-II
whereas pragmatic attitudes were A-I, B-II, C-I and
D-I, respectively. Participating surgeons were asked to
evaluate their degree of agreement with all attitude
responses by placing a pen mark on a 50-mm
continuous scale without intervals between two
statements: ‘absolutely agree’ and ‘absolutely dis-
agree’. The attitude responses of each case were
randomly allocated.
The questionnaire was distributed to all vascular
surgeons (including residents) of the 28 vascular
teaching departments of Spain. A vascular surgeon
from each department was chosen as a member of the
study group (Appendix B). Each questionnaire pack-
age included a cover letter explaining the general aims
of the survey, i.e. to evaluate attitudes of the surgeon
when facing ethical dilemmas. Neither the philoso-
phical background of each attitude response northe concrete objectives of the present analysis were
revealed to the participating surgeons to ensure non-
pre-conditioned responses. Participation was volun-
tary and confidential. All response forms were
anonymous and destroyed once the data had been
entered into the database.
Once the completed questionnaires were received
by the research team, a comprehensive letter was sent
to the representative of the VASCUETHICS Group of
each vascular teaching department explaining the
philosophical foundations of the questionnaire design
and the answers. Special care was taken to promote an
open discussion within each vascular department to
obtain a feedback on their agreement with the
rationale of each case and the responses. No major
difficulties were observed, thus reinforcing the validity
of the questionnaire.Statistical analysis
The results of the questionnaires were entered into a
SSPS database (SSPS 10.0 for Windows). The milli-
metres of agreement on the Likert scale with each
attitude response were entered into separate fields. A
cluster analysis identified two groups of surgeons
according to their pattern of answer to the four cases.
Group I (see Section 3) included surgeons favouring
predominantly compassionate attitudes (Compassio-
nate Group), whereas Group II included those
promoting a pragmatic approach (Pragmatic Group).
Surgeon characteristics were described using
measures of central tendency (median) for continuous
variables and frequency distributions for categorical
variables. The association of number of years in
practice (seniority) in quintiles with belonging to the
Compassionate Group, independent of potential
confounders, was examined through a multiple
logistic regression analysis. The final multivariate
model included also those variables (statistically
significant or not) with confounding effect on beta
coefficients.Results
Two hundred and fifty-three vascular surgeons from
26 vascular teaching departments of public hospitals
completed the questionnaire (87.5% surgeons/depart-
ment). Their personal and professional characteristics
are shown in Table 1. Of the surgeons who responded,
187 (74%) were men. Median age was 37 years, with a
range of 24–67 years. Ninety-four (38%) had an
additional private practice. Two hundredth eighteenEur J Vasc Endovasc Surg Vol 31, June 2006
Table 1. Personal and professional characteristics of participating
vascular surgeons
Cases (%) Missing
values (%)
Age (years) 37 (24–67)* 4 (1.6)
24–30 85 (34.1)
31–40 61 (24.5)
41–50 56 (22.5)
51–60 43 (17.3)
61–64 4 (1.6)
Sex
Males 187 (73.9) –
Females 66 (26.1)
Children 128 (51) 2 (0.8)
Elderly at home 30 (12) 3 (1.2)
Brought up with health
professional relatives
59 (23.4) 1 (0.4)
Religious beliefs 133 (65.5) 50 (19.8)
Bioethical education 44 (17.8) 6 (2.4)
Years of practice 12 (1–45) 9 (3.6)
1–10 116 (46.7)
11–20 58 (23.8)
21–30 57 (23.4)
31–40 14 (5.7)
41–45 1 (0.4)
Career status 5 (2)
Resident 94 (37.9)
Registrar 119 (48)
Head 35 (14.1)
On-call service 218 (86.5) 1 (0.4)
Additional private
practice
94 (38.1) 6 (2.4)
* Median (maximum–minimum).
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Fig. 1. Mean agreement (in mm) for each answer to the four
surveyed vascular ethical dilemmas according to the two
groups of surgeons resulting from the cluster analysis.
Answers promoting a compassionate attitude were A-II, B-I,
C-II and D-II, while answers favouring a pragmatic
approach were A-I, B-II, C-I and D-I, respectively.
A. Clara´ et al.596(86%) performed vascular on-call services at their
hospitals. The sample comprised, in ascending range
of experience, 38% residents, 48% registrars and 14%
unit or department heads. Median number of years in
practice (seniority) was 12, with a range of 1–45 (1–3
years in 19.3%, 4–7 years in 20.5%, 8–15 years in 18.4%,
16–25 years in 22.1% and 26–45 years in 19.7%).
The cluster analysis divided surgeons in two
groups according to their pattern of answer to the
four CED. A first group of surgeons (Compassionate
Group, nZ63) gave higher scores to answers B-I (p!
0.001), C-II (p!0.001) and D-II (pZ0.18), thus showing
a tendency to compassionate attitudes (Fig. 1). The
second group of surgeons (Pragmatic Group, nZ180)
gave higher scores to answers A-I (pZ0.055), A-II (pZ
0.003), B-II (p!0.001), C-I (p!0.001) and D-I (pZ
0.004), thus promoting mainly pragmatic choices
(except for answer A-II). Surgeons belonging to the
Compassionate Group were older, more experienced
and less involved in on call services (Table 2). Other
variables (children, elderly at home or career status)
showed marginal but not significant differences
between both groups.
The number of years in practice (in quintiles) was
significantly associated with belonging to the Com-
passionate Group in a V-shaped distribution, inEur J Vasc Endovasc Surg Vol 31, June 2006multivariate analysis (Fig. 2). In this model, having a
registrar position (licensed vascular surgeon) was
significantly associated with being in the Compassio-
nate Group (pZ0.03).Discussion
On a theoretical basis, both compassionate and
pragmatic attitudes can be legitimate ethically. The
compassionate attitude is based on the premise that
the interests of the patient are the principal concern of
the physician (fiduciary relationship) and that unilat-
eral rationing by the physician at the bedside has been
considered morally unacceptable.3 Yet in response it
has been argued that the professional duty to advocate
on behalf of individual patients is limited and must be
placed in the broader context of the duty to promote
the welfare of the whole community. This pragmatic
perspective is grounded in preference utilitarianism,
the most common present-day variant of
utilitarianism.4
Philosophers prone to either attitude have long
attempted to provide a frame for grounding solutions
to ethical conflicts. The problem emerges, however,
when one moves from theory to real choices. The
thoughts of Nietzsche, Freud, Marx and their post-
modern successors have revealed that our best
arguments can be interpreted as symptoms of hidden
purposes. With this perspective, whatever statement
anyone makes always is contingent and irreparably
influenced by the particular needs, feelings, history or
attributes of whoever makes the statement. Similarly,
the interpretation of what the statement means is
Table 2. Surgeons’ personal and professional characteristics according to the two groups (compassionate vs. pragmatic) resulting from the
cluster analysis
Compassionate
group
Pragmatic group Missing values p-value
Age 40.8 37.5 14 0.03*
Sex Male 45 (71.4%) 135 (75%)
Female 18 (28.6%) 45 (25%) 10 ns†
Brought up with
health professional
relatives
Yes 17 (27%) 39 (21.8%)
No 46 (73%) 140 (78.2%) 11 ns†
Children Yes 37 (58.7%) 84 (47.2%)
No 26 (41.3%) 94 (52.8%) 12 0.14†
Elderly at home Yes 10 (15.9%) 16 (9%)
No 53 (84.1%) 161 (91%) 13 0.15†
Religious beliefs Yes 34 (69.4%) 92 (63%)
No 15 (30.6%) 54 (37%) 58 ns†
Bioethical edu-
cation
Yes 13 (20.6%) 29 (16.7%)
No 50 (79.4%) 145 (83.3%) 16 ns†
Years of practice 16.6 12.6 18 0.01*
1st quintile 1–3 years 12 (19.7%) 34 (19.5%)
2nd quintile 4–7 years 9 (14.8%) 41 (23.6%)
3rd quintile 8–15 years 5 (8.2%) 39 (22.4%)
4th quintile 16–25 years 16 (26.2%) 33 (19%)
5th quintile 26–45 years 19 (31.1%) 27 (15.5%) 18 0.01†
On-call service Yes 50 (79.4%) 160 (89.4%)
No 13 (20.6%) 19 (10.6%) 11 0.04†
Additional private
practice
Yes 23 (37.7%) 65 (36.9%)
No 38 (62.3%) 111 (63.1%) 16 ns†
Career status Resident 18 (29%) 75 (42.6%)
Registrar 34 (54.8%) 80 (45.5%)
Head 10 (16.1%) 21 (11.9%) 15 0.16†
* Student’s t-test.
† Chi square.
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ground and attributes of whoever interprets this
statement.
As a result compassionate attitudes, rather than
being centred in the patient, can be sometimes re-
interpreted as a hidden expression of surgeons’ fear to
legal litigation, inability to disagree with the patient or
financial interests. In a similar way ‘clean’ pragmatism
can be sometimes also re-interpreted as surgeons’1
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Fig. 2. Multivariate analysis showing the relationship
between seniority and compassionate attitudes. Odds
ratio are for belonging to the Compassionate Group (see
Section 3).desire to lighten ‘strictly unnecessary’ work overload,
predisposition to avoid cases with poor chances of
good outcome or a perfect excuse to limit therapeutic
efforts for unpleasant, socially problematic and non-
interesting patients.
The present analysis of the VASCUETHICS Study
has suggested that compassionate attitudes were more
frequent within surgeons at the beginning of their
residency program or after 25 years of experience.
Conversely, junior registrars manifested attitudes
more sensitive to a pragmatic allocation of health
resources when the expected benefit was ‘small’ or
‘very costly’. Beyond any true compassion or utilitar-
ianism, ‘hidden’ arguments such as those listed before
may play a role, difficult to specify but probably
important, in surgeons’ attitude. As soon as these
‘reasons’ remain hidden any ethical debate between
compassion and pragmatism is at risk of becoming
sterile.
A second result that requires further comment is the
high proportion of surgeons showing a pragmatic
pattern of answers (about 75%). It is likely that the
high proportion of junior registrars in the population
of study accounts for this finding. The SpanishEur J Vasc Endovasc Surg Vol 31, June 2006
A. Clara´ et al.598surgeons often suffer from work overload, frail
contracts, numerous on call services, first-person
responsibility when abilities in decision-making and
technical art are not yet fully developed, perhaps as
well as a somewhat stressing home setting (small
children, debts, .). Without doubt all these circum-
stances may contribute to pragmatism when facing
CED. It is really difficult to harbour real preference
utilitarianism within such context.
In conclusion, this analysis of the VASCUETHICS
Study suggests that pragmatism overrides compassion
within Spanish vascular teaching departments. It also
shows that the youngest and the most senior vascular
surgeons were more sensitive to compassionate
arguments than those with middle range experience.
Both the ‘clean arguments’ and the ‘hidden reasons’
that may underlie the two positions have been
explored. Nobody can feel free from suspicion. Some-
times very sound arguments favouring one these
attitudes may be found. However, in many cases
reasonable doubt arises. When this occurs, the
compassionate attitude probably should be favoured.
Compassionate surgeons may easily base their atti-
tude in religious beliefs, philanthropy or simply by
looking the face of the Other,5 yet even pragmatists
could also find good reasons for being compassionate
if the patient is viewed from a juridical analogy. With
this perspective, physicians not favouring compassion
in cases of ethical doubt could be at risk of leaving the
patient without advocate in the health care system.Appendix A. Surgeon attitudes in vascular ethical
dilemmas: The VASCUETHICS Questionnaire
A. Vascular surgery department of a reference high
level public hospital: you diagnose a complex 12-
cm thoracoabdominal aortic aneurysm below the
left subclavian artery in a 55-year-old man. The
characteristics of this aortic aneurysm make you
believe the patient would have a significantly
better chance of survival if operated on in
Houston. The patient cannot afford this operation
in the United States. What would be your attitude?
I. The patient should be referred to the
institution of our country with the best
experience in such cases. The cost of offering
better survival chances to this patient
(referral to Houston) may involve shortages
for other patients in our resource-limited
health system.
Absolutely disagree Absolutely agree
II. The patient should be operated on in a
foreign institution with great experience inEur J Vasc Endovasc Surg Vol 31, June 2006such cases. Our National Health System
should cover this referral and one surgeon
of our department, if possible, should
observe the procedure. I would personally
involve myself in the burocratic steps needed
to pursue this referral.
Absolutely disagree Absolutely agree
B. Sixty-eight-year-old man, smoker and paraplegic
since a car accident 20 years ago. He does not use
his legs at all. He suffers from 3-toe gangrene and
rest pain (ankle-to-brachial indexZ0.15). Suppose
an angiography confirms that there is a chance
for surgical revascularisation. What would be
your attitude?
I. I would explain to the patient all possible
therapeutic alternatives, even surgical revas-
cularisation, with their risks and benefits. I
would try to be as neutral as I could and
would accept his choice.
Absolutely disagree Absolutely agree
II. I would try to explain as well as possible
(patient and family) that I do not think it is
indicated to spend hospital resources for
revascularisation of a non-functional limb. I
would try to prescribe palliative measures
and, if required, major amputation.
Absolutely disagree Absolutely agree
C. A 70-year-old man, conscious and supposedly
competent, is referred to the emergency depart-
ment on a Saturday at midnight suffering from
wet gangrene in his right foot and distal leg. In
his left heel he also has a small pressure ulcer.
Both lower limbs have neither popliteal nor distal
pulses. There are no close relatives and the
patient lives in a home. The patient rejects
major lower limb amputation being aware of the
possible fatal outcome. What would be your
attitude?
I. I would confirm the patient is competent by
means of a consultation to the on-call
psychiatrist, neurologist or internist. In such
a case, I would explain to the patient that his
refusal is to be respected but not at the cost
of patients that come to the emergency
department wishing to be treated. Therefore,
I would ask the patient for a voluntary
discharge, prescribe him medical treatment,
refer him back to his institution, and inform
him that he will be very welcome at our
hospital if he changes his mind.
Absolutely disagree Absolutely agree
II. I would confirm the patient is competent by
means of a consultation. However, regardless
of its result, I would believe that his
Compassionate Attitudes in Vascular Surgery 599vulnerability in such a scenario makes him
not completely aware of what he is saying. I
would prescribe medical treatment but I
would keep the patient in the hospital, in
case he changes his mind. From time to time,
I would approach him to discuss ongoing
treatment.
Absolutely disagree Absolutely agree
D. A 76-year-old man has a 7-cm abdominal aortic
aneurysm. The patient was rejected for elective
surgery for medical (cardiac) reasons. The patient
is referred to the emergency department with his
aortic aneurysm ruptured. The patient is con-
scious and orientated, hypotensive and oliguric.
What would be your attitude?
I. I think that there is no indication for surgery.
His survival prospects are very low and
surgery supposes suffering and a waste of
operating room, blood resources, and so on. I
would try to disclose to the patient and his
family that surgery is futile and, therefore,
inappropriate.
Absolutely disagree Absolutely agree
II. I think that the patient’s survival chances are
very low but it is his right to decide whether
to accept or not surgery. I disclose to the
patient the different therapeutic options and
abide by his final decision.
Absolutely disagree Absolutely agreeAppendix B. VASCUETHICS Study Group
Steering committee: Albert Clara´ (Vascular Surgeon,
Hospital del Mar, Barcelona), August Ysa (Vascular
Surgeon, Hospital de Cruces, Bilbao), Francesc
Vidal-Barraquer (Vascular Surgeon and chief, Hos-
pital del Mar, Barcelona), Begon˜a Roma´n (Professor,
Philosophy Department, Universitat Ramon Llull,
Barcelona), Misericordia Angle´s (Professor, Philos-
ophy Department, Universitat Ramon Llull,
Barcelona).
Study Centres: Francisco Acı´n (Vascular surgeon
and chief, Hospital de Getafe, Madrid); Angel
Barba (Vascular surgeon and chief, Hospital
Galdakao, Vizcaya); Antonio Barreiro (Vascular sur-
geon and chief, Hospital Central-Covadonga, Astur-
ias); Cristina Bernal (Vascular surgeon, Hospital
Ramo´n y Cajal, Madrid); Juan Carlos Boho´rquez(Vascular Surgeon, Hospital Puerta del Mar, Ca´diz);
Miriam Boque´ (Vascular surgeon, Hospital Vall
d’Hebron, Barcelona); Vicente Cabrera (Vascular sur-
geon and chief, Hospital Dr Negrı´n, Gran Canaria). Jose´
M. Carranza (Vascular surgeon, Hospital Miguel
Servet, Zaragoza); Jose Marı´a Encisa (Vascular Sur-
geon, Hospital Xeral, Vigo); Fidel Ferna´ndez (Vascular
Surgeon, Hospital Universitario San Cecilio, Granada);
Rosario Garcia (Vascular surgeon, Hospital Gregorio
Maran˜o´n, Madrid); Ricardo Gesto (Vascular surgeon
and chief, Hospital 12 de Octubre, Madrid); Francisco
Go´mez (Vascular surgeon, Hospital Pesset, Valencia);
Jose´ Marı´a Gutie´rrez (Vascular surgeon, CNE President
and chief, Hospital Central-General, Asturias); Jaume
Julia´ (Vascular Surgeon, Hospital Son Dureta, Palma de
Mallorca); Vicente Martin-Paredero (Vascular surgeon
and chief, Hospital Juan XXIII, Tarragona); Manuel
Martı´nez (Vascular surgeon and professor, Hospital
Universitario, Santiago de Compostela); Albert Mar-
torell (Vascular surgeon, Hospital Germans Trias,
Barcelona); Juan M. Revilla (Vascular surgeon, Hospital
Clı´nico, Zaragoza); Ramo´n Segura (Vascular surgeon
and chief, Hospital Juan Canalejo, A Corun˜a); Javier
Serrano (Vascular surgeon and chief, Hospital Clı´nico,
Madrid); Jose´ M. Simeo´n (Vascular surgeon, Hospital
de Bellvitge, Barcelona); Carlos Vaquero (Vascular
surgeon, professor and chief, Hospital Universitario,
Valladolid); Fernando Vaquero (Vascular surgeon and
chief, Hospital de Leo´n); Montserrat Yeste (Vascular
surgeon, Hospital Sant Pau, Barcelona).References
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